A 41-year-old woman was admitted to hospital with obstructive jaundice. Computed tomography showed a large mass in the right hepatic lobe and marked dilatation of the biliary tree in the left lateral segment of the liver. Angiography showed evidence of neovascularity. Percutaneous transhepatic cholangiography revealed complete obstruction of the common bile duct just below the bifurcation. The serum level of alpha-fetoprotein on admission was 1,080,000 ng/ml. These findings suggested to us a primary hepatocellular carcinoma invading the intrahepatic bile duct. Extended right lobectomy and hepaticojejunostomy for bile drainage was carried out. The patient is doing well 3 years after surgery. Hepatocellular carcinoma (HCC) invading to the portal vein is not so rare, but invasion into the bile duct is much less common. In 1947, Mallory described a single case of HCC invading the gallbladder and obstructing extrahepatic bile ducts. In 1975, Lin termed this HCC "Icteric type hepatoma". The incidence of such HCC in Japan was reported to be 1.9-9%2'3.
On admission, physical examination revealed marked icterus. The abdomen was soft and flat. The liver, spleen and tumor were not palpable.
Laboratory chemistry showed a hemoglobin of 13.2 g/dl and hematocrit of 45%. CT and US revealed a 12 x 10 cm tumor which occupied the entire right lobe of the liver was dilated the intrahepatic bile duct in the left lateral segment (Figure 2 ). was injected through a catheter inserted into the right hepatic artery, so called "lipiodolization''4, as a preoperative chemotherapy.
On December 14, 1987 , she underwent surgery, based on the diagnosis of HCC invading the bile duct. There were no ascites in the peritoneal cavity and the liver appeared grossly normal. A fist size tumor was found on the inferior surface of the right lobe. Extended right lobectomy plus hepaticojejunostomy was done. The resected specimen was a relatively demarcated mass measuring 12.0 7.6 7.8 cm ( Figure 4 ). On cut section, the tumor was white and encapsulated by thin fibrous tissue. Extracapsular invasion was grossly evident. The bile duct was dilated and impacted by tumor tissue from the right hepatic bile duct to the common bile duct. Microscopically, the tumor cells showed a thick-trabecular and partly pseudoglandular growth of HCC with marked pleomorphism (Figure 5a ). In the common bile duct, the tumor had directly invaded the bile duct wall, although the biliary epithelium remained in parts (Figure 5b ). Invasion into the portal vein was also evident. The non-cancerous tissue was present in the mildly enlaged portal tracts by proliferated bile ductules, a chronic inflammatory infiltrate and some bile-laden macrophages. There was neither hepatic change nor evidence of alcohol-related damage. On the 7th postoperative day, the total bilirubin decreased to within normal limits.
AFP gradually decreased from 1,080,000 ng/ml to 20 ng/ml within 3 months after the surgery, and she was completely rehabilited. About 8 months after the surgery, celiac angiography was performed because of a re-increase of AFP (225 ng/ml). A recurrent 2cm tumor was noted at the stump of the remnant liver. Lipiodolization using adriamycin 30 mg was prescribed, and the AFP decreased to within normal limits ( Figure 6 ). The patient is doing well at this writing, 3 
